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diagnosed with HIV after fine needle aspiration cytology of his enlarged lymph nodes
revealed Kaposi’s sarcoma. A 23-year-old African American male presented with a
slowly enlarging unilateral cervical lymph node of approximately three-months’
duration. Histologic evaluation of the surgical specimen revealed spindle-shaped
cells with extravasated erythrocytes typical of Kaposi’s sarcoma. We discussed
the results with the patient and the risk factors for HIV were elucidated. Subsequent
testing revealed the patient to be HIV-positive. This article puts forth the patient’s
presentation, workup, and final diagnosis of Kaposi’s sarcoma.c 2005 Elsevier Ltd. All rights reserved.
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dIntroduction
Kaposi’s sarcoma (KS) is a malignant, multifocal
systemic disease that originates in the vascular
endothelium and has a very variable clinical
course. The disease, first described by the Hungar-
ian dermatologist Moritz Kaposi in 1872, was rare
and found classically in elderly men of Italian,
Jewish, or Slavic ancestry. However with the ad-
vent of the AIDS epidemic, it has become one of
the most common malignancies associated with
HIV infection and was one of the first diseases to741-9409/$ - see front matter c 2005 Elsevier Ltd. All rights reser
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E-mail address: kshett@lsuhsc.edu (K. Shetty).define AIDS in 1981.1 KS has four different types:
the rare, so-called classic Kaposi’s sarcoma, which
usually occurs in the aforementioned groups of
elderly men; Kaposi’s sarcoma with iatrogenic
immunosuppression which can occur in organ-
transplant recipients or after long-term cortisone
treatment; the endemic African Kaposi’s sarcoma;
and the epidemic, HIV-associated Kaposi’s sar-
coma.2 The Human Herpes Virus-8 infection (HHV-
8) characterizes all forms and probably represents
the same pathogenic process as the AIDS-associ-
ated Kaposi’s sarcoma.3
Months before manifestation of the tumors,
HHV-8 viremia leads to development of specific
antibodies.4,5 In most cases, epidemic KS causes
widespread lesions that erupt in many places soonved.
Figure 1 The palpable right cervical lymph node was
non-tender, firm and approximately 2 cm in diameter.
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arise on the skin and the mouth and may affect
the lymph nodes and other organs, usually the gas-
trointestinal tract, lung, liver, and spleen. In con-
trast, classic KS usually involves only one or a few
areas of skin, most often the lower legs.6 At the
time of diagnosis of epidemic KS some people
experience no symptoms, especially if their only le-
sions are on the skin. However, many of those with
epidemic KS—even those with no skin lesions, will
have swollen lymph nodes, unexplained fever, or
weight loss. Eventually, in almost all cases, epi-
demic KS spreads throughout the body. Extensive
KS lung involvement can be fatal. More often, how-
ever, patients die of other AIDS-related complica-
tions, such as infections.7
Primary KS of lymph nodes in apparently healthy
subjects with no evidence of immunodeficiency or
human immunodeficiency virus (HIV) infection is
exceptionally rare. We present a unique case in
which an otherwise healthy patient was diagnosed
with HIV after fine needle aspiration cytology of
his enlarged lymph nodes revealed Kaposi’s
sarcoma.Figure 2 Cohesive clusters of spindle-shaped cells
dominated by relatively large intact fragments of tissue
(·40).Case report
A 23-year-old African American male was referred
by his primary care physician to the Head and Neck
Surgery Clinic at the LSU Medical Center for evalu-
ation of a slowly enlarging unilateral cervical lymph
node of approximately three-months’ duration.
The patient was apparently a healthy individual
with no medical history and not under any medica-
tion. The palpable right cervical lymph node was
found to be 2 cm in diameter, firm and non-tender.
Patient denied any history of trauma, malignan-
cies, congenital diseases, and had no history of for-
eign travel (Fig. 1).
A fine needle aspiration cytology (FNAC) was
performed by the standard procedure.8 Palpable
lymph nodes were aspirated using a Cameco syringe
holder, 12-mL syringe, and a 23-gauge needle.
Smears were prepared according to the method
of Abele and associates9,10 and were either air
dried or immediately fixed in alcohol. Air-dried
smears were stained with Romanowsky–Giemsa
stains, and alcohol-fixed slides were stained with
Papanicolaou’s stain. The specimens showed cohe-
sive clusters of spindle-shaped cells dominated by
relatively large intact fragments of tissue, measur-
ing from 375 to 1650 lm in diameter and consisting
of closely packed, small, overlapping spindle-
shaped cells with ill-defined cytoplasmic bordersand nuclear fragility, evidenced by their tendency
to streak during specimen smearing (Fig. 2). The
most characteristic of the cytologic feature was
the presence of actual fragments of spindle cell tis-
sue. The nuclear distortion or streaking within
these cell clusters appears to be a characteristic
feature useful in diagnosis. A radial arrangement
of the overlapping, elongated nuclei within the
fragments of tissue was seen (Figs. 3 and 4). Rela-
tively small (50–150 lm), loosely cohesive clusters
of spindle cells were present (Fig. 5). Many tumor
cells had one or more chromocenters, but most
lacked visible nucleolid.
The FNAC suggested KS composed of typical
spindle cells and slit-like vascular spaces.11 We dis-
cussed the results with patients and the risk fac-
tors for HIV were elucidated. He agreed to take
Figure 4 Clusters of ‘‘trapped’’ RBC between the
spindle cells are seen in the photomicrograph (Roma-
nowsky–Giemsa stain ·200).
Figure 3 Fragment of tumor cells showing spindle
shaped and hyperchromatic nuclei with mild pleomor-
phism (Romanowsky–Giemsa stain ·200).
Figure 5 Relatively small (50–150 lm), loosely cohe-
sive clusters of spindle cells were present (Romanowsky–
Giemsa stain ·200).
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test. The test was positive and his status as HIV
seropositive was confirmed by the Western Blot
Procedure.Discussion
FNAC is an essential tool in preoperative diagnosis.
FNAC is a simple, rapid, safe, and relatively pain-
less way to sample lymph nodes, oral lesions, and
soft-tissue masses that are clinically suspect for
KS. However several potential pitfalls must be con-
sidered before the diagnosis of KS can be made on
fine needle aspiration cytologic specimens. The
cytological features of nodal KS can mimic a wide
variety of reactive and neoplastic vascular lesions
and intranodal benign spindle cell lesions. In coun-
tries where tuberculosis is endemic consider the
possibility of granulomatous inflammatory lesions
if cytological smears contained spindle and epithe-
lioid-like cellular aggregates. In such cases perform
Ziehl–Neelsen and Aurmaine stains on cytological
smears in addition to mycobacterial culture.
The possibility of lymphadenopathic KS should
be considered as a differential diagnosis in cases
of unexplained lymph node enlargement in a
healthy and immunocompetent young adult on
whom FNAC shows a spindle cell lesion. FNAC ap-
pears to be a reliable mean of diagnosing KS in pal-
pable lymph-node masses. The patient presented
here is unique because the diagnosis of lymph node
Kaposi’s sarcoma led to a new diagnosis of HIV.
This interesting case reiterates the need for inclu-
sion of Kaposi’s sarcoma in the differential diag-
nosis of slowly enlarging lympadenopathy in the
appropriate patient population.References
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